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The Role of Relationship Attachment in Psychological 
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Systematic Review of the Literature.
Abstract
Objectives: To report the results of a systematic review to evaluate 
the role of attachment in adjustment to cancer for patients and 
those close to them. 
Methods: A systematic search of electronic databases was 
undertaken, identifying literature published up to June 2013. 
PsychINFO, Medline, and the Cumulative Index to Nursing & Allied 
Health Literature (CINAHL) were searched using search strings 
related to cancer, relationships, attachment, and commonly 
assessed self-report psychosocial outcome measures.  Extracted 
papers were assessed for their relevance.  Key data were extracted 
to spreadsheets and two raters coded the quality of the research.
Results: Following inclusion assessment, data were extracted from 
15 quantitative studies.  Scores from patients or caregivers on 
attachment questionnaires did not differ greatly from normative 
data.  A more insecure attachment style has poorer outcomes for 
patients in terms of their psychological adjustment to cancer, and 
their ability to perceive and access social support.  A secure 
attachment style is associated with positive growth and better well-
being.  A more insecure attachment style in caregivers was 
associated with depression, higher caregiving stress, less 
autonomous motivations for caregiving and difficulties with 
caregiving.
Conclusions: An awareness of attachment theory and the ways in 
which different forms of insecure attachment impact on patients and 
caregivers and their wellbeing may substantially improve the ability 
of those working with cancer patients and their families to better 
understand and provide for their support needs. The development 
and evaluation of support interventions tailored to different 
attachment styles remains a longer-term goal.
Keywords:  cancer, attachment, relationships, caregiving, stress, 
adjustment
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Introduction
The term ‘adjustment’ is used within psychosocial oncology to refer 
to cognitive and behavioural mechanisms people use when dealing 
with the specific threat to wellbeing of cancer diagnosis and 
treatment [1]. The term ‘adjustment’ relates to emotional, social 
and physical challenges that sometimes involve significant 
psychological symptoms and quality of life disruptions. Up to 75% of 
patients report substantial and problematic psychological distress 
[2].  Whilst this does not always lead to psychiatrically diagnosable 
illnesses, psychosocial factors can influence patients’ treatment 
outcomes, disease progression and survival [3]. It is important, 
therefore, to explore the comparative contribution of individual 
differences in cancer-related adjustment.
Interpersonal relationships are known to influence coping responses 
to life events, including illness diagnosis for the self, relatives or 
friends [4,5].  Social support (and satisfaction with it especially), are 
known correlates of cancer-related adjustment [6,7,8].  Exploring 
the role of interpersonal relationships in adjustment could have 
important implications for understanding how to improve patient 
experiences by addressing unmet supportive care needs [9]. 
Individuals within a support network bring their own individual 
differences, which have a pivotal role in the type and level of 
support they provide.   Some studies show that relationship 
improvement is an important example of benefit-finding following 
cancer [10]; others demonstrate that the stress of cancer can 
negatively affect relationships (e.g. by leading to resentment) [11]. 
Any explanation of adjustment, therefore, should take account of 
the dyadic nature of coping and adjustment, including the role of 
attachment.
The term ’attachment’ describes the security of an individual’s 
relationships with others, usually parents or romantic partners 
[12,13,14]. Whilst it is usual to seek security from others in time of 
need, maladaptive patterns can occur.  Either the attachment 
system is hyperactive, and the individual seeks a high degree of 
proximity to others (anxious attachment style); or, the system is 
deactivated and the individual is dismissing of others, withdrawing 
from support (avoidant attachment style). These maladaptations 
may increase vulnerability to stress or depression [15].  Clinically, 
depressive symptoms are typically reported in insecurely attached 
individuals [16,17], and the securely attached make better 
adjustment to stressors, including ill health [18,19,20] and chronic 
illness [21]. The attachment system also provides expectations of 
other people’s behavior, and has explained coping patterns in a 
variety of stressful situations [22,23].
Attachment style is formed in early infancy through interactions with 
the main caregiver and is relatively stable throughout the lifespan. 
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During young adulthood  attachment transfers from main caregivers 
to peers or a romantic partner [24] and this may have important 
implications for timing of cancer onset.  Experiencing cancer as a 
young adult would be expected, for example, to disrupt the 
development of attachment as the patient would experience being 
cared for at a critical time of developing independence.
Attachment is also an important consideration for the caregiver, 
affecting how they cope with diagnosis, and influencing provision 
and quality of care  [25,26,27,28].  More secure attachment is 
related to sensitive and co-operative caregiving and more emotional 
care; an insecure model of other is associated with less involvement 
in caregiving and poor caregiving; and, an insecure model of self is 
associated with a controlling caregiving style and less emotional 
care [29].  Generally, those with insecure attachment experience 
more distress and difficulties with adjustment to caregiving 
[30,31,32], reporting higher levels of distress and depression [29].
Attachment theory offers a comprehensive framework to understand 
and predict variance in the psychosocial impact of cancer on 
patients and those close to them.   It has the advantage that it 
includes multifaceted perspectives on: personal experiences; 
caregiving; stress and coping; and, eliciting and evaluating social 
support.   Within cancer, attachment style might be both affected by 
illness experiences, especially at specific life stages, and an 
important predictor of well-being. 
Aim 
This review aims to systematically evaluate and synthesise previous 
research on attachment and psychological adjustment to cancer. 
Specifically:
• To describe the attachment styles of cancer patients, and those 
in relationships with them, and to compare these with available 
normative data.
• To evaluate the role of attachment in psychosocial outcomes in 
cancer patients.
• To explore the interaction between attachment and the wider 
cancer experience where this emerges in the included literature
• To evaluate the role of attachment in experience and quality of 
caregiving.
Method
To ensure methodological rigour we adhered to standard 
methodology for systematic reviewing [33,34,35].  The aims, 
Running Head: Attachment and Psychological Adjustment to Cancer 
inclusion criteria, data extraction, and data quality evaluation were 
specified at the outset to ensure objectivity and replicability.
Searches
A systematic search of electronic databases was undertaken, 
identifying literature published up to June 2013.  PsychINFO, 
Medline, and the Cumulative Index to Nursing & Allied Health 
Literature (CINAHL) were searched using terms related to cancer, 
relationships, attachment, and commonly assessed psychosocial 
outcomes (see online supplementary materials).  A call for 
unpublished research was also made through proposal presentations 
at one national and one international psycho-oncology conference.
Inclusion Assessment
Citations were managed using Endnote.  After deduplication, two 
reviewers independently screened paper titles and abstracts. 
Where there was disagreement, the full text manuscript was 
consulted by both reviewers to reach agreement.  For a paper to be 
included, both needed to agree that the following criteria were met:
• (a) reported empirical research (e.g. not case studies, 
letters and commentaries)
• (b) used a self-report assessment of attachment 
• (c) reported on attachment of a patient to (i) a spouse/ 
romantic partner (ii) a family member (iiI) a carer
• (d) at least one of the dyad to be a cancer survivor
• (e) assessed at least one psychosocial outcome variable 
(e.g. anxiety, depression, quality of life)
• (f) published in English
The search yielded 1473 references (see Figure 1).  Of these, fifteen 
explicitly measured attachment, thus meeting inclusion criteria. 
Papers reporting other relationship variables (e.g. relationship 
satisfaction) were excluded.
(Insert Figure 1 about here)
Data Quality
Quality of included papers was assessed by two reviewers using the 
standard quality assessment for evaluation of primary research 
papers [36].  Studies were evaluated based on 20 criteria spanning 
design, sampling, methodology, analysis, results and conclusions. 
For each criterion, papers scored either 2 (good), 1 (partial 
fulfillment), 0 (not fulfilled ), or X (not relevant) (possible score 
range 0-40).  Scores were summed for each paper to give an overall 
rating of quality.
Data Extraction
Data extraction parameters were established in line with research 
questions and  managed using Excel.  Data extraction headings 
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included details about samples, cancer diagnosis and patient 
reported outcomes.  Some papers were excluded at this stage due 
to partial reporting of data.  
Synthesis
Characteristics of the included studies 
All 15 papers used quantitative designs (see table 1).  Five were 
published in the USA, five in Canada, and one each in Australia, 
Germany, Israel, Italy and Turkey; a broad range of nationalities is 
therefore represented. Fourteen were cross-sectional and one 
included a four-month follow-up.  Sample sizes ranged from 51 to 
400.  Although we sought papers on any familial or romantic 
relationship with a patient with cancer, the emerging studies were 
primarily focused on caregiving relationships, of which most 
caregivers were those married to, or in a romantic relationship with 
their caregiver.  In eight studies, participants were individuals with 
cancer; in three, data were collected from the patient and their 
caregiver; and, in four, data were collected only from a caregiver 
(two were exclusively romantic partners, and two included other 
caregiving relationships, e.g. adult children, siblings). In the 14 
studies on adult cancer patients or their carers, mean age ranged 
from 42.18 (SD=11.3) to 66 (SD=11.36). One retrospective study 
explored adult survivors of childhood cancer [44] at recruitment, 
participants had a median age of 25 (range 18-42), with a median 
age of onset of 8 (range 1-17) years.
(Insert table 1 about here)
Reporting of sample clinical characteristics, and the relationship and 
parental status of participants was inconsistent.  The majority of 
participants were married, cohabiting, or in a long-term 
relationships; three studies did not report on participant relationship 
status. In ten studies a romantic relationship was the focus; in one 
study both parent-child and romantic relationships were explored; in 
one study ‘a significant other’ was referred to; two studies focused 
on a caregiving relationship in which the caregiver was an unpaid 
relative or friend; and, one study reported on ‘global’ attachment. 
Four studies reported data on how many children participants had: 
the proportion with at least one child ranged from 71.4% to 91% 
across the studies.
•
For study inclusion, at least one of the dyad needed to have been 
diagnosed with cancer. Eight studies report the mean time since 
diagnosis, this ranges from 18 months to 4.5 years.  Four studies 
related to specific cancers (melanoma, breast cancer, colorectal, 
lung) and the remainder recruited from a variety of diagnoses. Ten 
studies reported on the severity of cancer at time of recruitment, 
overall, participants include ‘early stage’, stages I, II, III, and IV, end 
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stage, and those in remission.
Data Quality
Inter-rater reliability between quality assessments was high [κ 
range = .617-1.00].  The overall mean score was 19.66 (SD = 3.51; 
see table 1 for mean quality scores across the sample of papers). 
Three studies scored more than one standard deviation below the 
mean, thus classifying as ‘low’ in scientific merit [41, 44, 48]. These 
were primarily characterised by having poorly specified predictor 
and outcome measures, a narrow description of the sample, and 
insufficiently described analyses, as well as seemingly 
unsubstantiated conclusions.  Only six studies provided estimates of 
effect size, and only eight studies were assessed as having a 
sufficiently powered sample size for the analyses undertaken or the 
study aims.  The highest scoring paper was a longitudinal design 
[39]; other high scoring studies were characterised by having well 
described samples, clearly specified aims and hypotheses, and 
clearly reported results.  Across the sample, seven different 
measures of attachment were used, which made synthesis difficult. 
The Experiences in Close Relationships scale [52] (six studies) and 
the Measure of Attachment Quality [73] (four studies) were most 
commonly used.
Narrative synthesis of findings 
Reported attachment styles 
Adulthood romantic attachment style can be measured in two ways: 
either as a categorisation [67;94] into secure and insecure 
attachment styles, or a continuous score [95] describing dimensions 
of attachment, for example anxious and avoidant attachment. There 
is debate concerning which method is most valid for measurement 
of adult attachment [55,96], which is problematic when comparing 
findings between studies.
Of the patient-based studies, two categorised attachment styles. 
For both breast cancer [48] and melanoma patients [49], around 
40% of participants were categorised as securely attached.  This is 
slightly lower than expected when compared with normative 
samples [97], but higher than a comparison sample of diabetes 
patients where only 30% were classified as secure [98]. 
Fourteen studies reported attachment according to the dimensions 
of avoidance (working model of other), and anxiety (working model 
of self), but used a variety of different measures in doing so (see 
table 1).   This is problematic as it makes these papers difficult to 
compare and synthesise. Mean scores were not reported by 
Hamama-Raz et al [49] Schmidt [41], or McLean et al [45].  Cicero et 
al [50] measured avoidance and anxiety in Italian cancer patients 
using the Relationship Scales Questionnaire [55].  Whilst normative 
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data are not available, reported means do not substantially differ 
from other published uses of this scale [99].
Participants with metastatic cancer [46],  gastrointestinal or lung 
cancer [42], and outpatient survivors [43], were comparable with a 
community sample [100] with respect to their attachment when 
measured by the Experiences in Close Relationships scale [52]. 
When compared with data from a community sample [100] lung 
cancer patients were found to be less anxious and less avoidant 
[40].  The same study [40] also found older patients reported lower 
levels of anxious attachment, and patients who were undergoing 
chemotherapy reported higher levels of avoidant attachment than 
patients who were not.
Joubert et al [44] used the Relationship Questionnaire [67] to 
measure four subscales relating to secure, dismissing, preoccupied, 
and fearful attachment, in adult survivors of childhood cancer who 
were not currently reporting ongoing psychological or physical 
cancer-related consequences. This sample scored higher than 
comparable norms [101] for security of attachment, and lower than 
norms on insecure dimensions of preoccupied, dismissing and 
fearful. This paper [44] also reported on five dimensions of 
attachment (confidence, discomfort, relationships as secondary, 
need for approval and preoccupation) using the Attachment Style 
Questionnaire [7].  Distribution of scores using this scale were in line 
with expectations, but we are unable to find any other published 
papers presenting comparable population means. 
The role of attachment in psychosocial outcomes for cancer patients
Studies included in this review considered a range of psychosocial 
outcomes in relation to attachment, which may be loosely grouped 
into (a) studies on psychological adjustment and (b) studies on 
accessing and perceiving social support. 
(a) The role of attachment in psychological adjustment to cancer 
Within these six papers, psychological adjustment was explored in 
terms of depression, wellbeing, and distress:  overall, more secure 
attachment was associated with better adjustment. Hamama-Raz et 
al [49] categorised individuals according to attachment style and 
reported significant between-group differences.  Specifically, those 
with secure attachment scored optimally, being highest for 
wellbeing and lowest for distress; fearfully attached individuals 
scored least optimally, being highest on distress and lowest on 
wellbeing. 
It was typically reported that more avoidant and more anxious 
attachment were associated with poorer psychosocial outcome. The 
anxiety dimension was consistently associated with depression [47], 
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higher anxiety and lower levels of social well-being [40].  Using the 
adjustment to Cancer Scale [57], Cicero et al [50] found that higher 
anxious attachment was associated with lower fighting spirit, and 
higher hopelessness/helplessness and anxious preoccupation. 
Avoidant attachment was associated with poorer marital quality, 
poor perceived quality of life, and higher levels of depression and 
trait anxiety [40]. Higher scores for both anxiety and avoidance 
were significantly associated with poorer well-being and higher 
cancer-related distress [49].   Using multivariate analysis, Hamama-
Raz & Soloman [49] found that attachment explained more variance 
in well-being than did hardiness, threat, challenge, or subjective 
ability to cope, further demonstrating the unique role that 
attachment plays in explaining cancer-related adjustment.
Anxious attachment also has a role in the reaction to disease 
burden, possibly due to it’s role in our emotional regulation. Higher 
scores on anxious attachment are related to an increase in 
depression in response to disease burden [46]. Avoidant attachment 
is characterised by downplaying of emotional difficulties, and this is 
supported here as lower avoidance is associated with a lower score 
for depression regardless of disease burden [46]. 
Conversely, secure attachment was associated with positive 
outcomes such as post-traumatic growth, active coping, and positive 
reframing in adult cancer survivors (in remission) [41].  In regression 
analysis, secure attachment accounted for a significant proportion of 
variance in post-traumatic growth after controlling for demographics 
(age, gender, marital status, education) and disease (months since 
diagnosis, type of cancer). Coping significantly mediated the 
association between secure attachment and post-traumatic growth.
(b) The patient’s perceptions of caregiver behaviour
Four studies explored the association between attachment and 
perceived caregiver behaviour.  Attachment has explained 
differences in accessing and perceiving social support:  insecurely 
attached individuals are less likely to elicit social support and less 
likely to see social interactions as helpful and supportive [102].  For 
example, more anxious attachment in patients was associated with 
the perception of negative reactions from others in response to their 
pain [43].  Higher attachment anxiety was associated with lower 
perceived social support [50]; and, higher attachment anxiety and 
avoidance predicted lower perceived emotional support [47]. 
Attachment dimensions predicted emotional support when other 
variables (physical condition, time since diagnosis, age, life events 
and socio-economic status) did not; further evidencing the unique 
contribution of attachment in cancer-related adjustment [47].
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Pain catastrophising may be a way of patients conveying distress 
and eliciting support. It is characterised by pain vigilance and 
excessive focus on the negative implications.  Engaging in pain 
catastrophisation was significantly associated with more anxious 
and avoidant attachment [43]. Therefore expectations of caregiver 
behavior, informed by the attachment system, influenced pain 
catastrophising behaviours. Whilst these findings are consistent with 
expectations for anxious attachment; avoidant attachment is 
characterised by stoic independence and a downplaying of 
symptoms, and so this association is unusual. 
Mediating roles for social support-related variables were 
investigated in two studies.   First, the effects of attachment anxiety 
and avoidance on negative affect/mood were mediated by 
emotional support (as well as having a direct effect)[47].  Second, 
emotional, informational, tangible, and affectionate support 
mediated the association between attachment avoidance and 
depression, and partially mediated the association between 
attachment anxiety and depression [46].  This was interpreted as 
those with insecure attachment were less likely to elicit and 
perceive social support, and this may then lead to increased 
depression. 
The Impact of Childhood Cancer on Adulthood Attachment
One study focused specifically on the impact of the physical 
sequelae of childhood cancer on adult attachment. This 
retrospective study [44] found that adult survivors of childhood 
cancers with more severe functional sequelae (e.g. hearing 
impairment, reduced limb usage) reported less secure attachment. 
They found no such significant association with cosmetic sequelae 
(e.g. multiple scars, alopecia).  Time of onset of functional deficits 
was significantly associated with attachment in relationships with 
parents and romantic partners. Further analysis showed 
development of functional deficits in adulthood (as opposed to 
childhood or adolescence) was associated with less secure scoring 
on  ‘relationships as secondary’ subscale of the ASQ (this dimension 
refers to preference towards basing self worth on achievements 
rather than  relationships,  reflective of avoidant attachment style). 
Data presented also imply this is not a function of time passage 
since cancer onset but rather patient age at diagnosis [44]. 
Although findings from retrospective studies should be interpreted 
with caution, support is found elsewhere [47], where attachment 
security was not associated with time since diagnosis.  Together, 
these findings suggest security of attachment is independent of 
duration of ill-health, and any negative events that have co-
occurred, but may be adversely effected by illness occuring at a 
critical time in one’s life, such as adolescence.
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Adjustment of Caregivers
Five studies reported data from caregivers; and three reported data 
from both caregivers and patients.  Across the studies, caregivers 
were spouses, adult children, siblings, or other relatives.  The 
measurement of attachment, scoring method, or reporting was 
inconsistent between the reviewed papers.  For example, Hunter et 
al [47] and McLean et al [45] failed to report mean scores for 
attachment subscales; Kuscu et al [51] did not score the subscales 
conventionally as recommended by the authors; and Kim and 
colleagues merged scores on two subscales (desire for merger, and 
fear of abandonment) to create an anxiety subscale [38], therefore 
preventing comparisons with normative data.  In this sample of 
studies, the attachment of caregivers is slightly more secure [38, 
40, 51] than a normative group [73, 100], if not highly similar [37, 
38, 39, 42].
Avoidant attachment is associated with lower marital quality, higher 
caregiver strain, anger [40] and lower life satisfaction [39] in 
spousal caregivers; and depression in both spousal caregivers [38, 
40] and in other family caregivers [51].  Anxious attachment is 
associated with higher anxiety across all caregivers [40, 51], and 
with less benefit finding, poorer life satisfaction and higher 
depression in spousal caregivers [38,39].  Secure attachment was 
not correlated with anxiety [51] but was associated with increased 
benefit-finding, higher life satisfaction, and lower depression 
[38,39]. Together, these studies suggest that securely attached 
spouse and family caregivers tend to report better well-being, and 
lower levels of depression [39, 51], and insecure attachment is 
associated with poor psychosocial adjustment.
Caregiving stress has impact on poor caregiver adjustment and also 
predicts less satisfactory caregiving.  In married couples, insecure 
attachment was associated with caregiving stress and depression at 
two months post-diagnosis, and depression at six months post-
diagnosis [38].  Age of caregiver had a significant moderating effect: 
Younger caregivers with high levels of anxious attachment to the 
patient were more likely to report higher levels of stress and 
depression. For older caregivers, anxious attachment may offer a 
protective buffer against negative psychosocial adjustment. 
In spouse caregivers, a more avoidant attachment style was 
associated with difficulties in the provision of emotional, 
instrumental, and tangible support and with the frequency of 
providing tangible support [37].  Similar findings were observed for 
the anxious attachment style and difficulty with providing care [37]. 
An inverse association was observed between secure attachment 
and difficulty with providing care, indicating that those with a secure 
attachment perceive less difficulty with providing care [37]. For 
female caregivers (wives), greater security was associated with the 
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more frequent provision of emotional care and more anxious 
attachment was associated with providing tangible care.  For male 
caregivers (husbands) greater avoidance was associated with less 
frequent emotional care and those with more anxious attachment 
provided less frequent medical care.
Attachment explains motivation for caregiving in married couples. 
According to Deci and Ryan’s [103] caregiving categories, it was 
found that attachment security correlated positively with 
autonomous reasons for care (i.e. behaving in a way that is 
congruous to one’s own values, and in line with perceived 
expectations of society), whereas attachment anxiety correlated 
positively with introjected reasons for care (i.e. acting to feel like a 
worthy person) [38].  Avoidant attachment correlated significantly 
with less autonomous reasons for care in wives but not husband 
caregivers.  The association between security and depression is 
mediated by autonomous caregiving in husband caregivers [38]. 
This means that attachment security offered a protective buffer 
against the caregiver developing depression through their provision 
of care.
Three studies [40, 45 42] collected data from both patients and their 
spouse caregivers, and provide data on the interplay between 
attachment styles and outcomes for these couples. Patients with 
lung cancer reported more pain and poorer functional well-being 
when spouses were more avoidant in their attachment [40].  Having 
a more anxiously attached spouse was associated with poorer 
perceived marital quality by the patient.  No significant association 
was observed between patient attachment and spouse adjustment 
in this study.  
Using scores from the Experiences in Close Relationships Scale 
[52] , married couples were classified into four groups according to 
whether they were both secure, both insecure, the patient only was 
insecure, or the spouse only was insecure [40].  The method of 
grouping participants took those scoring in the top 25% on each 
scale to be insecure.  This method is, therefore, sample specific and 
would be difficult to replicate.  When both partners were secure the 
patients and spouses reported better adjustment than when both 
were insecure; for those with only one of the dyad being secure the 
adjustment scores fell somewhere in between. Regarding patient 
outcomes, significant differences between groups were observed for 
self-efficacy, marital quality, depression, anxiety, functional well-
being, social well-being, and pain. For spouse adjustment, significant 
differences were observed for marital quality, anger, vigour, and 
caregiver strain.
Insecure attachment heightens marital distress for spouse carers of 
end-stage cancer patients; this is especially the case where there is 
a male patient with a female caregiver [45]. Higher avoidant 
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attachment in a female patient was not associated with any change 
in the marital distress experienced by the male caregiver.  However, 
where a male patient reported more avoidant attachment, the 
female caregivers reported more distress. This is possibly due to the 
effect of the independent nature of avoidant attachment, and the 
need for the patient to maintain their personal power and autonomy.
Braun et al  [42] reported on the predictors of caregiving style in 
spouses caring for patients with metastatic cancer.  Most of the 
studies reviewed failed to take into consideration the severity of the 
cancer as a confounding factor. This study used a proxy measure for 
the severity of the cancer which was perceived caregiving burden. 
Of the four caregiving styles in Kunce and Shaver’s [53] Model of 
Caregiving, higher caregiving proximity (comfort with physical 
closeness during support provision) and more sensitive caregiving 
(attuned responsiveness to the partner’s needs) was associated with 
less avoidant attachment in the caregiver.  A more controlling 
caregiving style, which is defined as a domineering style of 
caregiving which lacks sufficient respect for partner’s own problem-
solving and decision making processes, was associated with a more 
avoidant and more anxious attachment orientation in the caregiver. 
The reported attachment of the patient only predicted one of the 
four caregiving styles: compulsive caregiving.  This is described as a 
tendency to be over-involved and over-protective. This type of 
caregiving was associated with more anxious attachment in the 
caregiver, and more avoidant, but less anxious attachment in the 
patient.
Discussion
The number of empirical studies of attachment and adjustment to 
cancer diagnosis identified in this review was small (15). All were 
quantitative designs, but otherwise heterogeneous, with a variety of 
research questions and methodologies. All showed relationships 
between dimensional measures or styles of attachment and 
variables of adjustment. This lends support to the suggestion that 
attachment may be a useful theoretical framework for 
understanding variance in adjustment and outcomes in cancer 
patients and their caregivers. Although our aim was to explore the 
role of attachment in wider familial relationships, none emerged, 
and the resulting literature was primarily focussed on relationships 
with caregivers, and within that role, on spouse caregivers. There is 
therefore a gap in the literature exploring the role of attachment in 
adjustment to diagnosis for the children, siblings, and parents of 
cancer patients.  The possibility of publication bias is acknowledged.
These data suggest little difference in attachment between cancer 
survivors and population norms, but the use of different attachment 
measures makes comparison between papers, and therefore 
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different samples, difficult.  Nonetheless, these papers suggest that 
despite the challenges and stressors inherent in diagnosis and 
treatment, this experience does not change (for either better or 
worse) patients’ attachment styles. This conclusion is, however, 
limited by the paucity of longitudinal data: only one longitudinal 
study [39] met inclusion criteria.
Little empirical work has explored the longer-term effects of 
attachment style in this population: only two studies were identified 
which explored medium to long-term cancer impact. One 
retrospective study exploring the impact of cancer and its sequelae 
on later attachment style [44] scored very low on scientific quality 
and thus necessitates cautious interpretion of the findings.  The 
other [39] presented longitudinal data on depression and stress in 
caregivers at two and six months post diagnosis, but did not report 
changes in these outcome variables.  This gap in the literature 
presents an opportunity to conduct longitudinal studies to 
demonstrate more powerfully how attachment influences patients’ 
and their families’ adjustment to the life events that cancer 
presents, such as follow up appointments, screening, and coping 
with the fear of recurrence.
Research on the relationship between attachment style and well-
being suggests that insecure attachment is most commonly 
associated with poorer adjustment, and that attachment security 
may provide a protective buffer during stress through post-
traumatic growth or coping [41, 46].  In this review, securely 
attached individuals were more likely to use positive coping 
strategies and recognise growth.  Evidence for this adaptive 
mechanism is consistent with theory [104] and wider literature 
[18,19,20].  Neither patients or caregivers with insecure but 
dismissive –avoidant attachment styles reported poorer well-being 
and distress than those reporting secure attachment [37, 46, 49); 
those with an insecure-anxious attachment style, however, reported 
poorer outcomes [46]. Where both the patient and their spouse had 
insecure attachment, this predicted the poorest outcome; secure 
attachment in both was optimal for positive adjustment [40].  Those 
with more insecure attachment were more likely to catastrophise 
pain experiences [43], those with more anxious attachment saw 
their partner’s response to their pain as punishing, and less 
avoidant patients considered their partner’s response more 
positively. This supports the theory that those with anxious 
attachment exacerbate their difficulties through symptom 
hypervigilance, and being unable to notice support, whereas those 
with an avoidant style downplay the effects of their illness on their 
life and mood [47].
Consistent with theory, these studies show that attachment style is 
related to individual perceptions of, and ways of providing and 
accessing, social support; this may consequently impact upon 
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adjustment.  For those with a secure attachment style, social 
support may offer a protective buffer against depressive mood. 
Belief that one is unworthy of care underpins an anxious attachment 
style; in caregivers, this is marked by over-involvement, 
compulsiveness, and a tendency to be controlling [78].  Those who 
are overly emotionally intense in this way, or withdrawn (as is 
characteristic of an avoidant attachment style) have difficulty in 
finding benefit from an emotionally supportive relationship.  The 
type of professional support offered to these individuals may, 
therefore, need to be tailored to these individual differences in 
attachment in order to maximise positive effects and reduce 
negative affect.  For those with dismissing or avoidant attachment, 
it is important that their own sense of individuality and 
independence is maintained.  For those with a more highly anxious 
style of attachment, support should be predictable and clearly 
delineated.  
There is evidence of sex differences in the way attachment 
influences how a spouse caregiver perceives and responds to the 
patient.  Therefore an intervention would need to take the sex of the 
individual into consideration. For example, caregiver wives were 
more distressed when the patient husband had an avoidant 
attachment style, which may be perceived as rejecting [45].  This 
was not the case for caregiver husbands, where greater distress was 
not reported in response to a patient showing avoidant attachment.
Methodological issues
All included studies were quantitative, which is consistent with the 
larger body of attachment research. With one exception [39] they 
were also all cross-sectional and relied exclusively on self-reported 
attachment style. It is acknowledged that the studies reviewed 
represented a wide variation in staging of cancer, this made 
synthesis difficult, but had the advantage of demonstrating the 
application of attachment theory across a broad spectrum of 
experiences.  The range of relationships which has been studied is 
also limited, emphasising spousal or romantic, and, to a lesser 
extent, parental relationships. Each of these limitations may be 
understood in terms of the resources involved in undertaking 
psychosocial oncology research that is longitudinal or seeks dyadic 
data.  Measurement of attachment, and reporting of illness statistics 
was inconsistent between studies, and reflected the need for a 
multidisciplinary approach on those studies where data were not 
reported fully. Future research should consider exploring the role of 
attachment in family adjustment to cancer, how the changing roles 
of family members may be altered, and how best to support the 
family as a whole.  We would recommend the use of a standard 
measure of attachment, to allow for comparison and synthesis of 
findings. We advocate the ECR [52] for future research; it is 
consistent with theory, most commonly used in this field of enquiry, 
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and affords the calculation of dimensional scores, as well as the 
categorisation of attachment style. 
Implications 
This sparse and diverse literature gives a coherent message 
consistent with the position that attachment style may help in 
understanding variability in adjustment and outcomes in cancer 
patients and those close to them, supporting the case for further 
research. Although the research in cancer has, to date, focused on 
partners and parents, attachment style could have wider 
implications for the well-being of patients and for the quality of 
interactions with health care professionals and other family 
members (e.g. siblings, grandparents). Attachment style has the 
potential to explain apparent inconsistencies and anomalies in 
research into support and well-being because it determines how 
support is sought, used and perceived. However, inclusion of 
attachment as a variable has implications for sample size in order to 
ensure sufficient numbers of respondents with different attachment 
styles.  Furthermore, current attachment measures are often lengthy 
and so have implications for participant burden in already sensitive 
research areas.
The existing evidence supports the case for a role for attachment in 
the well-being of cancer patients. It is interesting to note that an 
RCT has shown the effectiveness of a couples intervention informed 
by attachment theory [105]. This review has suggested gender 
differences which might inform such couples interventions in the 
future.    Further application of the findings from this review is less 
straightforward because of the paucity of respected and empirically-
supported therapeutic approaches which work directly with insecure 
attachment. An awareness of attachment theory and the ways in 
which different forms of insecure attachment impact on caregiving 
and wellbeing may, however, help those working with cancer 
patients and their families to better understand and provide for their 
needs. The development and evaluation of supportive care 
interventions tailored to different attachment styles remains a 
longer-term goal.
Running Head: Attachment and Psychological Adjustment to Cancer 






















Both Canada Lung 
(24.5%), 
GI (76.9%)




















Stage II or III (28%)














er et al 
(2012)









other: spouse / 
partner 65.4%; 
other 29.8%.





















Patients Israel Melanoma Stage I (81.6%),
Stage II (18.4%), 
No evidence of disease for 1-
3 years (16.3%), up to 5 
years (16.3%), more than 5 
years (64.3%).






Hebrew [65] of 
the Mental Health 
Inventory [66]
20




























































































































USA Colon or 
Rectal
Stage I (26.7%), Stage II 
(23.3%), Stage III (36.7%), 




6% parents, 6% 
siblings, 13% 
friends)







































n et al 
(2011)








































































dt et al 
(2011)
.

















dt et al 
(2002)





Running Head: Attachment and Psychological Adjustment to Cancer 
Figure 1. Selection of Studies for Inclusion in Review
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